Dr. R. T. Brain: While I am sure that Dr. Kindler is correct in her observations and has presented her case for the treatment of psoriasis with calciferol with restraint, it is well known that psoriasis may respond, at least temporarily, to any new treatment. For example, I had a case of generalized psoriasis of the exfoliative type which defied all treatment and was about six months in hospital. On discharge he was treated with large doses of ascorbic acid and cleared up completely within three months, and a subsequent relapse was again controlled by vitamin C. I have never been able to repeat this success. I think that the psychological benefit of some dramatic improvement, although temporary, in the course of a chronic disease justifies experimental therapy of this sort.
Dr. B. C. Tate: I have treated a number of cases of psoriasis with calciferol, but although we seemed to get very good results in some cases, when these were subjected to precise statistical investigation no significant difference from controls was shown. History.-Thirty-four years ago a scaly rash appeared on the elbows, forearms, and the anterior aspect of the lower limbs from the middle-third of the thighs to the ankles. Heaped-up lesions began to appear within six months, some of which resolved, leaving scars. There are no subjective symptoms. He has tried numerous local applications without benefit. The only internal medicine he had been taking was aspirin. Potassium iodide was given for a month without effect.
Family and personal history.-Nil relevant. Present condition.-Well-built, tall man. No abnormality found on general examination. Hair, nails, and mouth normal. The skin of the lower limbs shows keratotic masses, which are whitish or yellowish and laminated, varying in size and shape. They are not easily detachable. No bleeding occurs on removal but the under-surface is horny.
The lower limbs also show deep and irregular scars, some of which are adjacent to the keratotic masses, whilst others are separate. The surface in some places is of tissue paper consistency, in others it is hard. Elsewhere the skin of the lower limbs is deeply pigmented.
Similar lesions are present on the elbows which are slightly infiltrated, raised, and covered with silvery scales, suggesting psoriasis. O-5%).
Investigations
Histology (Dr. Haber).-The epidermis shows very marked parakeratosis, which is several times the thickness of the normal skin. It is arranged in whorls, containing well-defined nucleated cells, as well as several micro-abscesses in between the layers. In some places there is solid hyperkeratosis which extends deeply into some dilated follicles.
Tlhere is irregular acanthosis, with interand intra-cellular cedema, and immigration Proceedings of the Royal Society of Medicine 8 polymorphs. The corium shows in its upper third, cedema, vascular dilatation, and a diffuse inflammatory reaction consisting of lymphocytes, endothelial cells and a few giant cells. Comment.-I first considered this case to be a form of psoriasis gone mad. The scarring, nevertheless, was difficult to explain, although Radcliffe Crocker (1903) has described superficial scarring in psoriasis. Dr. R. Klaber saw this case in 1936, and having excluded syphilis by blood tests, believed it to be a form of psoriasis.
I am of the opinion that this is a case of parakeratosis scutularis or ostracea, described by Anderson (1887) History of present condition.-Patient first observed the present skin changes in December 1947, when small nodules appeared on the sides and back of the neck. These increased fairly rapidly and similar lesions appeared over the lower part of the sternum and under the breasts. Subsequently the lower part of the abdomen, the lumbar region and the anterior aspect of the thighs became affected. No new lesions have appeared since April 1948. Pruritus has been slight and variable. Her general health is good but during the past year she has been fatigued and has put on weight.
On examination.-Skin: The lesions consist of firm rather rubbery papules, 2 to 3 mm. in diameter, skin-coloured or faintly yellow, which are discrete and in some places show a linear distribution tending to follow the natural skin creases. The intervening skin is finely wrinkled. There are no areas of cutis laxa. The papules are present in large numbers in the following sites: Posterior and posterolateral aspects of the neck; over the lower part of the sternum and extending laterally below the breasts; in a band around the waist. A few papules are present in the ante-cubital fossae and on the anterior aspect of the thighs.
Retina: No angioid streaks. Cardiovascular system: No clinical or radiological abnormality of the heart. Radiologically the aorta is densely sclerotic, with a few flecks of calcification. Radial and dorsalis pedis arteries moderately thickened. Blood-pressure 130/80. Electrocardiogram Epidermis normal. Dermis: In the middle zone there are several areas of increased cellularity, some of the cells being mast cells, the majority lymphocytes. The cells are grouped round blood-vessels as well as being scattered amongst the connective tissue.
The collagen appears normal throughout the section. The elastic tissue is normal in the papillary layer but below this the fibres are fragmented, swollen, slightly clumped and in the subpapillary layer are strongly basophilic. The appearances are of a degeneration of elastic tissue, which involves only the subpapillary and deeper layers of the dermis, without any comparable change in the collagen, and is accompanied by a slight infiltration of the affected zones by lymphoctyes and mast cells. Staining for mucin was negative.
